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I. INTRODUCTION

The Wisconsin Medical Assistance Program (WMAP) has signed a new fiscal
agent contract with E.D.S. Federal Corporation (EDS). Under this new
contract, there will be major enhancements in the processing of Medical
Assistance claims received by EDS on or after January 1, 1988. These
enhancements are discussed in detail in the above referenced All Provider

Bulletin.

Wisconsin Department of Health and Social Services, Division of Health, Bureau of Health Care Financing,
Provider/Recipient Services, P.O. Box 309, Madison, Wisconsin 53701



NOTE:

II.

In addition to the changes resulting from the new comtract with EDS, the
Health Care Financing Administration (HCFA) has mandated that all State
Medical Assistance agencies implement use of a new claim form, the National
Health Insurance Claim Form, HCFA 1500. The WMAP is implementing use of the
National HCFA 1500 claim form for most providers. Many providers already
use the Wisconsin version of the HCFA 1500 claim form to bill the WMAP and
some are using the National HCFA 1500 claim form to bill Medicare and other
third party payors. To facilitate consistent billing procedures, the WMAP
is implementing the National HCFA 1500 claim form and national and local
Place of Service and Type of Service codes.

Concurrent with the claim form change, the WMAP is also implementing the
HCFA Common Procedure Coding System (HCPCS) currently used by Medicare.
Use of HCPCS codes is also federally mandated.

Due to the above mentioned changes, EDS will be converting the claims
processing system at the end of 1987. Providers are advised to submit
to EDS for receipt by no later than December 24, 1987, all claims,
adjustments and prior authorization requests which are completed in
accordance with billing instructions and claim forms in use in 1987.
EDS will return, unprocessed, any claims received after December 24
which are in the 1987 format.

Past experience has shown that delivery of claims mailed during the
holiday season is delayed due to heavy holiday mail. Please allow
ample mailing time to ensure that claims mailed in 1987 are received
no later than December 24. If there is a likely possibility that
claims prepared and mailed in late December will not be received by
EDS by December 24, it may be to the provider's advantage to hold such
claims and mail them in the new format on or after January 1, 1988.

Providers are also advised that no checks will be issued on
January 3, 1988. Claims which would have finalized processing during

that week will appear on the following week's Remittance and Status
Report.

PROVIDER BILLING WORKSHOPS

EDS is conducting provider workshops which focus on the WMAP requirements
for the National HCFA 1500 claim form. These workshops are intended for
billing personnel. See Attachment 9 for times and locations in your area.

III. NATIONAL HEALTH INSURANCE CLAIM FORM - HCFA 1500

A1l Physical Therapy providers are required té use the National HCFA 1500
claim form for all claims received by EDS on or after January 1, 1988.
Claims, including resubmission of any previously denied claims, received on

2 form other than the National HCFA 1500 claim form will be denied by EDS.
Modifications to or use of modified versions of the Natiomal HCFA 1500

claim form may also result in claims denial.




A sample claim form and detailed billing instructions are included in
Attachments 1 and 2 of this bulletin. Effective January 1, 1988, these
instructions should be used to replace those currently included in the
Therapy - Occupational, Physical and Rehabilitative Provider Handbook,
Part P, Division II, issued in July, 1984. Providers should pay special
attention to the following areas on the National HCFA 1500 claim form
itself and to the changes in the type of information required for
completion of the claim form.

1. Program Block (Claim Sort Indicator). A new element, the claim sort
indicator, must be entered in the program block for Medicaid which is
located on the top line of the claim form. This indicator identifies
the general kinds of services being billed and is essential to
processing of the claim form by EDS. Claim sort indicators for each
type of service are included in the billing instructions. The sample
claim form included in Attachment 1 indicates where on the claim form
this information is to be entered. Claims received on or after
January 1, 1988 without this claim sort indicator will be denied.

2. Element 1. The recipient's last name is required first, then the
first name, and middle initial.

3. Element 6. The 10 digit Medical Assistance Recipient Identification
Number must be entered.

4, Element 9. Revised "Other Insurance” (0I) disclaimer codes,
identified in the claim form completion instructions, must be entered
in this element.

5. Element 10. This is an addition to the element which requests "other”
accident information. :

6. Element 11. Medicare disclaimer codes, identified in the claim form
completion instructions, must be entered in this element.

7. Element 24. There are two (2) fewer line items than on the current
HCFA 1500 claim form.

8. Element 24H. Recipient spenddown amount, when applicable, must be
entered in this element.

Providers should reference the All Provider Bulletin, MAPB-087-037-X, dated
September 1, 1987, for additional details on claims processing changes.



Iv.

VI.

Effective January 1, 1988, the National HCFA 1500 claim form will not be
provided by either the WMAP or EDS. It is a national form that can be
obtained at the provider's expense from a number of forms suppliers and
other sources. One such source is:

State Medical Society Services, Inc.
P.0. Box 1109
MADISON WI 53701

(608) 257-6781 (Madison area)
1-800-362-9080 (Toll free)

PLACE OF SERVICE CODES

Claims received by EDS on or after January 1, 1988 must include national
place of service (POS) codes in element #24B on the Natiomal HCFA 1500
claim form. Claims/adjustments submitted without POS codes or with
incorrect POS codes will be denied. POS codes are listed on the back of
the claim form. Allowable POS codes for Physical Therapy providers are
included in Attachment 3. Allowable POS codes for Durable Medical
Equipment are included in Attachment 4.

TYPE OF SERVICE CODES

Effective January 1, 1988, the WMAP is converting currently used type of
service (TOS) codes to coincide with the National TOS codes, which are
located on the back of the National HCFA 1500 claim form, and with the
additional codes used by Medicare and the WMAP. All providers are required
to indicate the appropriate TOS code in element 24G on the claim form for
each line item billed on all claims received on or after January 1, 1988,

Claims/ad justments submitted without TOS codes will be denied. Claims/
ad justments submitted with incorrect TOS codes are subject to incorrect
reimbursement or denial. Allowable TOS codes for Physical Therapy services
are included 1n Attachment 5. Allowable TOS codes for Durable Medical
Equipment (DME) services provided by Physical Therapists are included in
Attachment 5a.

HCFA COMMON PROCEDURE CODING SYSTEM (HCPCS)

The Health Care Financing Administration has also mandated state Medical
Assistance agencies to use HCPCS. HCPCS is a procedure coding system that
is currently used by Medicare.

HCPCS codes are composed of:

o Physician's Current Procedural Terminology - Fourth Edition (CPT-4)
codes which are updated annually;

o Nationally assigned codes which are five (5) characters in length
(alpha/numeric) and begin with any of the alpha characters A through
V, e.g., Al234 - V5678; and



VII.

o Codes locally assigned by the WMAP or the Medicare Intermediary which
are five (5) characters in length (alpha/numeric), and begin with the
alpha characters W through Z, e.g., W1lll - 29999,

HCPCS codes and their narrative descriptions are required on all
claims/ad justments received by EDS on or after January 1, 1988,
Claims/ad justments submitted without HCPCS codes and narrative descriptions
will be denied. Allowable HCPCS codes and their descriptions for Physical
Therapy services are listed in Attachment 3. DME procedure codes billable
by Physical Therapists are included in Attachment 4.

PRIOR AUTHORIZATION REQUEST FORM

The WMAP has developed a standard prior authorization (PA) request cover
form for use by most providers. All Physical Therapy providers are
required to use this form for all PA requests received by EDS on or after

January 1, 1988.‘

The prior authorization request consists of two (2) parts, the standard
prior authorization form, PA/RF, and the service specific attachment.
Physical Therapy providers must request prior authorization for therapy
services on the standard form, PA/RF, and on the therapy attachment, form
PA/TA. Prior Authorization for Durable Medical Equipment (DME) must be
requested on the standard form, PA/RF, and the DME attachment, form
PA/DMEA. Spell of Illness requests must be requested on the standard form,
PA/RF, and the Spell of Illness attachment for physical, occupational and
speech therapy, form PA/SOIA. Prior authorization requests received on any
other form will be returned to the provider.

A Prior Authorization Request Form and Usage Table 1is included in
Attachment 6. Sample Prior Authorization request forms and detailed
instructions for completing them are included in Attachments as follows:

Attachment Numbers

Form PA/RF and Completion Instructions 7 and 7a

Form PA/TA and Completion Instructions 7b and 7c¢

Form PA/RF Sample & Completion Instructions 8 and 8a
for Spell of Illness

Form PA/SOIA and Completion Instructions 8b and 8c

Summary Instructions for Therapy Spell of 84
Illness
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FORM APPROVED
OMB NO. 09380008

ATTACHMENT 1
Physical Therapy Services HEALTH INSURANCE CLAIM FORM

(CHECK APPLICABLE PROGRAM BLOCK BELOW)

MEDICARE MEDICAID l: CHAMPUS E CHAMPVA FECA BLACK LUNG aTHER
IMEDICARE NO.} (MEDICAID NO.) ISPONSOR'S $8N IVA _FILE NO.) (SBN) (CERTIFICATE §8N)
PATIENT AND INSURED (SUBSCRIBER) INFORMATION
PATIENT'S NAME (LAST NAME, FIRST NAME. MIDDLE INITIAL) 2. PATIENT'S DATE OF BIRTH 3. INSURED'S NAME (LAST NAME, FIRST NAME, MIDDLE INITIAL)
Recipient Im A, MM | DD | YY Same
4 PATIENT'S ADDRESS (STREET. CITY. STATE. ZIP CODE) 5. PATIENT'S SEX 6. INSURED'S 1.0. NO. (FOR PROGRAM CHECKED ABOVE.
INCLUDE ALL LETTERS)
. waie [X] [ remace
609 Willow 1234567890
Anytm WL 53725 7 PATIENT S RECATIONSNIP 10 INSURED @ INSURED'S GROUP NO. (OR GROUP NAME OR FECA CLAIM NO 1
SELF SPOUSE cHo OTHER

K1 [

10 WAS CONDITION RELATED TO

L1 O]

(NSURED 1S EMPLOYED ANO COVERED BY EMPLOYER
HEALTH PLAN

11 (NSURED'S ADDRESS (STREET, CITY. STATE. 2IP CODE!

TELEPHMONE NO

9 OTHER MEALTH INSURANCE COVERAGE (ENTER NAME OF POLICYHOLDER AND
PLAN NAME AND ADDRESS AND POLICY QR MEDICAL ASSISTANCE NUMBER)

A PATIENT'S EMPLOYMENT

w[ ] o

B ACCIDENT a

w0 D aTHe
BEFOARE SIGNING)

L AUTHORIZE THE RELEASE OF ANY MEDICAL INFORMATION NECESSARY TO PROCESS THMIS CLAIM | ALSO REQUEST PAYMENT
OF GOVERNMENT BENEFITS EITHER TO MYSELF OR TD THE PAATY WhO ACCEPTS ASSIGNMENT BELOW

sow ! LSS LSS L ] ek 1] ] T ] ] sdwohmsdes o soobiesimodn | [ [ [ ] [ [ ]

PHYSICIAN OR SUPPLIER INFORMATION

oI - s M5

TELEPHONE NO

CHAMPUS SPONSOR'S

OECEASED

13 AUTHORIZE PAYMENT OF MEDICAL BENEFITS TO UNDERSIGNED
PHYSICIAN OR SUPPLIER FOR SERVICE DESCAIBED S8ELOW

ACTIVE
DUTY

AETIRED

BRANCH OF SERVICE

=
STATUS =

—

12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE (READ BACK

14 DATE OF ILLNESS (FIRST SYMPTOMI OR INJURY 15. DATE FIRST CONSULTED YOU FOR THIS 16 IF PATIENT MAS HAD SAME OR 184 F EMERGENCY
{ACCIDENT) OR PREGNANCY (LMP} CONDITION SIMILAR ILLNESS OR INJURY. GIVE DATES CHECK HERE
[/ /1] o

17  DATE PATIENT ABLE TO 18. DATES OF TOTAL DISABILITY

PTVTT 00 dadad 17717 ] vwonnd L1111 1)

19 NAME OF REFLRRING PHYSICIAN OR OTHER SOURCE iag. PUBLIC HEALTH AGENCY!
I. M. Referring 12345678

21 NAME AND ADDRESS OF FACILITY WHERE SERVICES RENDERED {1F OTHER THAN MOME OR OFFICE)

I. M. Nursing home 12345678

23 A DIAGNOSIS OR NATURE OF ILLNESS OR INJURY RELATE DIAGNOSIS TO PROCEDURE IN COLUMN D BY REFERENCE NUMBEARS 1 2 3

. 43% O.R§X CODE
. 437.0

E]

OATES OF PARTIAL DISABILITY

mou///////i“‘"ouc"//////

20 FOR SERVICES RELATED TO HOSPITALIZATION GIiVE
HOSPITALIZATION DATES

ADMITTED I DISCHARGED
22. WAS LABORATORY WORK PERFORMED OUTSIDE YOUR OFFICE?

YES NO CHARGES
a

VESD muo
VESD mNO

EPSOT

FAMILY PLANNING

‘ Wrnomzanonna 1234567
T4 aTE OF SERWICE '&A‘;‘ ¢ Puy ::ssé::'d.: ::g&s&z:g]xsman. SERVICES OR SUPPLIES . s | W. LEAVE BLANK
FROM e service | (ROCTRVE OO, IEXPLAIN UNUSUAL SERVICES OR CIRCUMSTANCES) N CHARGES s | ros
Whirlpool/therapeutic ex H
02/03,05,07/8% 7 | 97200 |60 min. ea. 1 XX xx(6.0 | 1
02/23/88 7 97100 Gait training 30 min. 2 XX iXXp 1.0 1 1
02/01/88 7 97700 Evaluation 60 min. 1 XX iXX{ 2.0 1

1. M. Performing
12345678

Patient
Spenddown $

29. BALANCE DUE

25 SIGNATURE OF PHMYSICIAN OR SUPPLIER (INCLUDING DEGREEIS) OR
CREDENTIALS) (1 CERTIFY THAT THE STATEMENTS ON THE REVERSE APRY TO
THIS 8iLL AND ARE MADE A PART THENEOF)

27. TOTAL CHARG! 28. AMOUNT PAID

XX KX XXX | XXX

[P PR PRI (R S

26. ACCEPT ASSIGNMENT (GOVERNMENT
CLAIMS ONLY) {SEE BACK)

Y

/190-0u2

e MM/DD/YY I.M. PROVIDER

[/t 1 T [/

30. YOUR SOCIAL SECUMTY NQ

32 YOUR PATIENT'S ACCOUNT NQ.

1234JED

33.  YOUR EMPLOYER 1.0. NQ.

(11171171 )

31. PHYSICIAN'S, SUPPLIER'S. AND/OR GROUP NAME. ADDRESS. ZIP CODE
AND TELEPMONE NO.

I.M. Billing

1 WWilliams
wondnytown WL 53725

87654321

* PLACE OF SERVICE AND TYPE OF SERVICE {T.OS8.) CODES ON THE 8ACK
REMARKS:

APPROVED BY AMA COUNCIL
1 ON MEDICAL SERVICE 6/83

Form HCFA-1500 (C-2) {1-84) Form OWCP-1600
Form CHAMPUS-501 Form RRB-1500
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ATTACHMENT 2
NATIONAL HCFA 1500 CLAIM FORM
COMPLETION INSTRUCTIONS
FOR PHYSICAL THERAPY SERVICES

*************************************

To avoid unnecessary denial or inaccurate claim payment, providers must
utilize the following claim form completion instructions. Enter all
required data on the face of the claim form in the appropriate element.
Do not include attachments unless instructed to do so. All elements are
required unless ‘optional’ or ’‘not required’ is specified.

Wisconsin medical assistance recipients receive a medical assistance ID
card upon initial enroliment into the Wisconsin Mediga1 Assistance Program
(WMAP) and at the beginning of each month thereafter. This card should
always be presented prior to rendering the service. Please use the
information exactly as it appears on the ID card to complete the
information in the Patient and Insured (subscriber) Information section.

Program Block/Claim Sort Indicator

Enter the appropriate CLAIM SORT INDICATOR for the service billed in the
Medicaid check box in the upper left-hand corner of the claim form.
Claims submitted without this indicator are denied.

‘D’ - Corrective Shoes
- Durable Medical Equipment (unless dispensed by a therapist)
- Hearing Aids
‘M’ - Independent Nurse
- Mental Health - 51.42 Board Operated AODA, Day Treatment,
Psychotherapy
- Nurse Midwife
- Rehabilitation Agency
- Community Care Organizations
P’ - Chiropractor
- Family Planning
- Free Standing Ambulatory Surgery Center
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ATTACHMENT 2
NATIONAL HCFA 1500 CLAIM FORM
COMPLETION INSTRUCTIONS
FOR PHYSICAL THERAPY SERVICES

*************************************

'P’ - Independent Laboratory and Radiology
- Mental Health - Non-51.42 Board Operated AODA, Day Treatment,
Psychotherapy
- Physician
- Rural Health Agency

‘T’ - Therapy - Occupational, Physical, Speech and Hearing
- Durable Medical Equipment Dispensed by Occupational, Physical or
Speech Therapist

V' - Vision - Optometrist, Optician, Dispensing Ophthalmologist

ELEMENT 1 - PATIENT NAME
Enter the recipient’s Tlast name, first name and middle initial as it
appears on his/her current medical assistance identification card.

ELEMENT 2 - PATIENT’S DATE OF BIRTH

Enter the recipient’s date of birth in MM/DD/YY format (e.g., January 5,
1978 would be 01/05/78) as it appears on his/her medical assistance
identification card.

ELEMENT 3 - INSURED’S NAME

If the recipient’s name (element #1) and insured’s name (element #3) are
the same, enter ’SAME’ or leave the element blank. When billing for a
newborn, enter the mother’s last name, first name, middle initial and date
of birth in MM/DD/YY format.

ELEMENT 4 - PATIENT’S ADDRESS

Enter the complete address of the recipient’s place of residence; if the
recipient is a resident of a nursing home, enter the name and address of
the nursing home.
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ATTACHMENT 2
NATIONAL HCFA 1500 CLAIM FORM
COMPLETION INSTRUCTIONS
FOR PHYSICAL THERAPY SERVICES
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ELEMENT 5 - PATIENT’S SEX
Specify if male or female with an ’X’.

ELEMENT 6 - INSURED’S ID NUMBER
Enter the recipient’s ten digit medical assistance ID number as found on
his/her medical assistance identification card.

ELEMENT 7 - PATIENT’S RELATIONSHIP TO INSURED (not required)

ELEMENT 8 - INSURED’S GROUP NUMBER (not required)

ELEMENT 9 - OTHER INSURANCE

Third party insurance (commercial insurance coverage) must be billed prior
to billing the WMAP if the service is one of those identified in the
Billing Information section of the WMAP Provider Handbook, Part A. When
the recipient’s medical assistance card indicates other coverage, one of
the following codes MUST be indicated. The description is not required,

nor is the policyholder, plan name, group number, etc.

Code
OI-pP
0I-D

0I-C
0I-S
0I-R
OI-E
OI-A
OI-H

Description

PAID by other insurance

DENIED by other insurance, benefits exhausted, deductible not
reached, non-covered service, etc.

Recipient or other party will NOT COOPERATE

SENT claim, but insurance company did not respond

RECIPIENT denies coverage

ERISA plan denies being prime

Benefits NOT ASSIGNABLE

Denied payment. Private health maintenance organization (HMO)
or health maintenance plan (HMP) denied payment due to one of
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ATTACHMENT 2
NATIONAL HCFA 1500 CLAIM FORM
COMPLETION INSTRUCTIONS
FOR PHYSICAL THERAPY SERVICES
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the following: non-covered/family planning service, or paid
amount applied to the recipient’s coinsurance/deductible.

If the recipient’s medical assistance card indicates no other coverage,
the element may be left blank.

ELEMENT 10 - IS CONDITION RELATED TO
If the condition is the result of an employment-related, auto or other
accident, enter an ‘X’ in the appropriate box for items ‘A’ and ‘B’.

ELEMENT 11 - INSURED’S ADDRESS

This element is used by the WMAP for Medicare information. Medicare must
be billed prior to the WMAP. When the recipient’s medical assistance card
indicates Medicare coverage, one of the following Medicare disclaimer
codes MUST be indicated. The description is not required.

Code Description

M-1 Medicare benefits exhausted

M-5 Provider not Medicare certified

M-6 Recipient not Medicare eligible

M-7 Service denied/rejected by Medicare
M-8 Not a Medicare benefit

If the recipient’s medical assistance card indicates no Medicare coverage,
this element may be left blank.

ELEMENT 11A - (not required)
ELEMENTS 12 - 13

(Not required, provider automatically accepts assignment through medical
assistance certification.)
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ATTACHMENT 2
NATIONAL HCFA 1500 CLAIM FORM
COMPLETION INSTRUCTIONS
FOR PHYSICAL THERAPY SERVICES

*************************************

ELEMENT 14 - DATE OF ILLNESS OR INJURY (not required)

ELEMENT 15 - DATE FIRST CONSULTED FOR CONDITION (not required)

ELEMENT 16 - (not required)

ELEMENT 16A - EMERGENCY
Enter an 'X’ if emergent.

ELEMENT 17 - (not required)
ELEMENT 18 - (not required)
ELEMENT 19 - REFERRING PHYSICIAN

This is a required element if the billed services were the result of a
referral or were ordered by another practitioner. Enter the referring/
prescribing physician’s name and eight digit medical assistance number, if
available.

ELEMENT 20 - HOSPITALIZATION DATES (not required)

ELEMENT 21 - NAME AND ADDRESS OF FACILITY

If the services billed were performed at a facility other than the
recipient’s home or the provider’s office (i.e., nursing home or
hospital), enter the name, address and, if avajlable, the eight digit
medical assistance provider number.

ELEMENT 22 - LAB WORK, PLACE OF SERVICE (not required)

ELEMENT 23A - DIAGNOSIS
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ATTACHMENT 2
NATIONAL HCFA 1500 CLAIM FORM
COMPLETION INSTRUCTIONS
FOR PHYSICAL THERAPY SERVICES
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The International Classification of Disease, 9th Edition, Clinical
Modification (ICD-9-CM) diagnosis code must be entered for each symptom or
condition related to the services provided. List the primary diagnosis
first. Etiology ('E’) codes may not be used as a primary diagnosis.

ELEMENT 23B - EPSDT/FAMILY PLANNING INDICATOR/PRIOR AUTHORIZATION NUMBER
EPSDT

If the services were performed as a result of an EPSDT/HealthCheck
referral, check 'YES’; otherwise check 'NO’. EPSDT/HealthCheck indicators

may not be left blank; a positive or negative response must be indicated.

Family Planning

- If the recipient is receiving family planning services only, enter an 'X’
in 'YES’. If none of the services are related to family planning, enter
an ‘X’ in 'NO’.

Prior Authorization
The seven digit prior authorization number from the approved prior
authorization form/SOI form must be entered in element 23B. Do not attach

a copy of the prior authorization to the claim. Services authorized under
multiple prior authorizations must be billed on separate claims.

ELEMENT 24 - SERVICES
Element 24A - Date of Service

In column A, enter the month, day and year in MMDDYY format for each
procedure. It is allowable to enter up to four dates of service per line

item for each procedure if:

* A1l dates of service are in the same calendar month.
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ATTACHMENT 2
NATIONAL HCFA 1500 CLAIM FORM
COMPLETION INSTRUCTIONS
FOR PHYSICAL THERAPY SERVICES
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* A11 procedures performed are identical.

* A1l procedures were performed by the same provider.

* The place and type of service is identical for all procedures.

* The same diagnosis is applicable for each procedure.

* The charge for all procedures is identical. (Enter the charge per
service following the description in element 24C.)

* The number of services performed on each date of service is
identical.

ETement 24B - Place of Service

Enter the appropriate place of service code in column B for each service.
Refer to Attachments 5 and 5A of this bulletin for a list of allowable
place of service codes for physical therapy providers.

Element 24C - Procedure Code and Description

Enter the appropriate procedure code and matching description for each
service performed. Enter a written description which is concise, complete
and specific for each billed service.

Beneath the description of service, enter the name and eight digit
provider number of the performing provider if different than the billing
provider indicated in element 31.

Element 24D - Diagnosis Code Reference

When multiple procedures/diagnoses are submitted, column D must be
utilized to relate the procedure performed (element 24C) to a specific
diagnosis in element 23A.

The diagnosis code itself may be entered in column D, or enter the line
number from element 23A (i.e., 1, 2, 3 or 4) of the appropriate diagnosis
as shown on the claim example.
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ATTACHMENT 2
NATIONAL HCFA 1500 CLAIM FORM
COMPLETION INSTRUCTIONS
FOR PHYSICAL THERAPY SERVICES

* k Kk k k k k k k k k k k k& k k k % * % % k& % k k % % %k %k * k * % * k * *

Element 24E - Charges
Enter the total charge for each line item.

Element 24F - Days or Units
Enter the total number of services billed on each line item.

Element 24G - Type of Service (T0S)
Enter the appropriate type of service code. Refer to Attachments 5 and SA

of this bulletin for a 1list of allowable type of service codes for
physical therapy providers.

Element 24H - Recipient Spenddown

Enter the spenddown amount, when applicable, on the last detail line of
element 24H directly above element 29. Refer to MAPB-087-037-X dated
September 1, 1987 for information on recipient spenddown.

ELEMENT 25 - PROVIDER SIGNATURE AND DATE
The provider or the authorized representative must sign in element 25.
The month, day and year the form is signed must also be entered.

NOTE: This may be a computer printed name and date, or a signature
stamp.

ELEMENT 26 -
(Not required, provider automatically accepts assignment through medical
assistance certification.)

ELEMENT 27 - TOTAL CHARGE
Enter the total charges for this claim.
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ATTACHMENT 2
NATIONAL HCFA 1500 CLAIM FORM
COMPLETION INSTRUCTIONS
FOR PHYSICAL THERAPY SERVICES
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ELEMENT 28 - AMOUNT PAID
Enter the amount paid by other insurance. If the other insurance denied
the claim, enter $0.00.

ELEMENT 29 - BALANCE DUE
Enter the balance due as determined by subtracting the amount in element
24H and element 28 from the amount in element 27.

ELEMENT 30 - (not required)

ELEMENT 31 - PROVIDER NAME AND ID NUMBER

Enter the name, address, city, state and zip code of the billing provider.
At the bottom of element 31 enter the billing provider’s eight digit
provider number. If the provider number indicated in element 31 is not
the actual provider of service, the performing provider’s number must be
entered beneath the description of service in element 24C.

ELEMENT 32 - PATIENT ACCOUNT NUMBER

Optional - provider may enter the patient’s internal office account
number. This number will appear on the EDS Remittance and Status Report
(maximum of twelve characters).

ELEMENT 33 - (not required)

10



The HCFA Common Procedure Code System (HCPCS)

HCPCS PROCEDURE CODE AND COPAYMENT CONVERSION TABLE

ATTACHMENT 3

FOR PHYSICAL THERAPY SERVICES

MAPB-087-014-L
Date: 9/1/87
Page 1

is required for claims submitted on and after

January 1, 1988. Please refer to the following table. Physical therapy codes are not changing.

PROCEDURE CODE

PRIOR TO EFFECTIVE
01/01/88 01/01/88 MOD. NEW DESCRIPTION COPAYMENT
$1.00/
97700 97700 n/a Evaluation 30 minutes 30 minutes
$1.00/
97000 97000 n/a Physical Therapy Treatment 30 minutes 30 minutes
$1.00/
97100 97100 n/a Physical Therapy Treatment 30 minutes 30 minutes
$1.00/
97200 97200 n/a Physical Therapy Treatment 30 minutes 30 minutes

11



MAPB-087-014-D
Date: 9/1/87
Page 1

ATTACHMENT 4

HCPCS PROCEDURE CODE AND COPAYMENT CONVERSION TABLE
DME ITEMS BILLABLE BY PHYSICAL THERAPISTS

The new HCFA Common Procedure Code System (HCPCS) is required for claims submitted on and after
January 1, 1988. Please refer to the following table. All items are for purchase unless rental
is specified in the description.

PROCEDURE CODE
PRIOR TO EFFECTIVE LIFE
01/01/88 01/01/88 MOD. NEW DESCRIPTION EXPECTANCY | COPAYMENT | *
2 per
05420 W6600 n/a Foot, ankle, calf cast procedures| orthosis $1.00
2 per
05422 W6600 n/a Foot, ankle, calf cast procedures|{ orthosis $1.00
2 per ~
05423 w6600 n/a Foot, ankle, calf cast procedures| orthosis $1.00
Cervical, flexible,
05643 L0120 n/a non-adjustable (form collar) 1 year $1.00 R
Cervical, semi-rigid, adjustable
» molded chin cup (plastic collar
05647 L0150 n/a with mandibular/occipital piece) 1 year $1.00 R
Cervical, multiple post collar,
occipital/mandibular supports,
adjustable cervical bars (Somi,
05652 L0190 n/a Guilford, Taylor types) 1 year $1.00 R
TLSO, anterior-posterior-lateral-
rotary control, hyper-extension
(Jewett, Lennox, Baker, cash
05683 L0370 n/a types) 2/year $1.00 R
05724 A4572 n/a Rib belt 1 year $1.00 R
LSO, anterior-posterior-lateral
control (Knight, Wilcox types),
05740 £ 0520 n/a with apron front 1 year $1.00 R
LSO, lumbar flexion
05743 L0540 n/a (William-Flexion type) 1 year $1.00 R

* Denotes reimbursable for nursing home recipient.

** Denotes Prior Authorization is Required.

12



ATTACHMENT 4

HCPCS PROCEDURE CODE AND COPAYMENT CONVERSION TABLE
DME ITEMS BILLABLE BY PHYSICAL THERAPISTS

MAPB-087-014-D
Date: 9/1/87
Page 2

PROCEDURE CODE
PR}OR T0 EFFECTIVE LIFE
01/01/88 01/01/88 MOD. NEW DESCRIPTION EXPECTANCY | COPAYMENT | *

Corset with/without spring steel

05744 w6602 n/a uprights lateral lacing 2/year $1.00 R
Corset with/without spring steel

05745 w6602 n/a uprights lateral lacing 2/year $1.00 R
Lumbar-sacral-orthoses (LSO),
fiexible, (lumbo-sacral surgical

05746 L0500 n/a supports), custom fitted 2/year $1.00 R
LSO, flexible (lumbo-sacral
surgical support), custom

05747 L0510 n/a fabricated 2/year $1.00 R
Sacroiliac, flexible (sacroiliac

05768 L0600 n/a surgical support), custom fitted 2/year $1.00 R

05769 W6603 n/a Binder velcro or strap closure 2/year $1.00 K
Elbow orthosis (EQ), elastic

05894 L3700 n/a with stays 2/year $1.00 R

05895 L3710 n/a E0, elastic with metal joints 2/year $1.00 R
KO, modification of supracondylar
prosthetic socket molded to

06163 L1860 n/a patient model (SK) 1 year $1.00 R

06164 w6621 n/a New York patellar type 1 year $1.00 R
KO, derotation, fabricated to
patient model (Lennox Hill Scott

06165 L1840 n/a spiral types) 2 years $1.00 R

06166 L1810 n/a KO, elastic with joints 1 year $1.00 R

* Denotes reimbursable for nursing home recipient.

* * Denotes prior authorization is required.
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MAPB-087-014-D
Date: 9/1/87

Page 3
ATTACHMENT 4
HCPCS PROCEDURE CODE AND COPAYMENT CONVERSION TABLE
DME ITEMS BILLABLE BY PHYSICAL THERAPISTS
PROCEDURE CODE
PR}OR T0 EFFECTIVE LIFE
01/01/88 01/01/88 MOD. NEW DESCRIPTION EXPECTANCY | COPAYMENT | *
06167 L1810 n/a KO, elastic with joints 1 year $1.00 R
KO, elastic with condyle pads
06168 L1820 n/a and joints 1 year $1.00 R
Knee orthoses (K0), elastic
06169 L1800 n/a with stays 1 year $1.00 R
Knee orthoses (KO), elastic
06170 L1800 n/a with stays 1 year $1.00 R
Custom molded plastic, long
06213 W6626 n/a inhibitory type 1 year $1.00
06215 L1930 n/a AFO, custom fitted, plastic 1 year $1.00
06217 W6627 n/a Seattle club foot, unilateral 1 year $1.00 R
06242 w6630 n/a Canvas anklet 1 year $1.00 R
06243 W6631 n/a Elastic anklet 1 year $1.00 R
Foot, insert, removable, molded
to patient model, longitudinal/
06264 L3020 n/a metatarsal supports, each 1 year $1.00 R
Foot, insert, removabie, formed
06266 L3030 n/a to patient foot, each 1 year $1.00 R
Foot, abduction rotation bars
(Dennis Browne type), clamped
06273 L3150 n/a to shoe 1 year $1.00 R
Foot abduction rotation bars
06274 L3140 n/a (Dennis Browne type) 1 year) $1.00 R

* Denotes reimbursable for nursing home recipient.

*%x’ Denotes prior authorization is required.
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MAPB-087-014-D
Date: 9/1/87

Page 4
ATTACHMENT 4
HCPCS PROCEDURE CODE AND COPAYMENT CONVERSION TABLE
DME ITEMS BILLABLE BY PHYSICAL THERAPISTS
PROCEDURE CODE
PRIOR TO EFFECTIVE LIFE
01/01/88 01/01/88 MOD. NEW DESCRIPTION EXPECTANCY | COPAYMENT | *
Upper extremity fracture orthosis
combination of humeral, radius/
ulnar, wrist (example, colles
06299 L3986 n/a fractures) 2 years $1.00 R
Hip-ankle-foot orthoses (HAFO),
fracture orthoses, hip flexion-
abduction stabilizer, plastic,
molded to patient model (similar
06302 L2160 n/a to spica cast) 2 years $1.00 R
AF0, fracture orthoses, tibial
fracture orthosis, with plastic
06306 L2120 n/a construction 2 years $1.00
Elastic supports, elastic 6 single
07003 L8100 n/a stockings, below knee per year $1.00
: Elastic supports, elastic 6 single
07004 L8110 n/a stockings, below knee per year $1.00
6 single
07006 L1810 n/a KO, elastic with joints per year $1.00
Elastic supports, elastic 6 single
07010 18140 n/a stockings, above knee per year $1.00
Elastic supports, elastic 6 single
07011 L8130 n/a stockings, above knee per year $1.00
Elastic supports, elastic 6 single
07014 L8170 n/a stockings, full length per year $1.00
Elastic supports, elastic 6 single
07015 L8160 n/a stockings, full length per year $1.00
Elastic supports, elastic
stockings, leotards medium 6 single
07016 L8190 n/a weight, each per year $1.00

* Denotes reimbursable for nursing home recipient.

** Denotes prior authorization is required.
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MAPB-087-014-D
Date: 9/1/87

Page 5
ATTACHMENT 4
HCPCS PROCEDURE CODE AND COPAYMENT CONVERSION TABLE
DME ITEMS BILLABLE BY PHYSICAL THERAPISTS
PROCEDURE CODE
PR}OR T0 EFFECTIVE LIFE
01/01/88 01/01/88 MOD. NEW DESCRIPTION EXPECTANCY | COPAYMENT | *
Elastic supports, elastic
stockings, leotards surgical 6 single
07016 L8200 n/a weight (Linton type), each per year $1.00 R
Elastic supports, elastic 6 single
07019 L8220 n/a stockings, lymphedema per year $1.00 R
. | Elastic supports, elastic 5 single
07020 L8220 n/a | stockings, lymphedema per year $1.00 R
Elastic supports, elastic 6 single
07021 L8220 n/a stockings, lymphedema per year $1.00 R
Elastic supports, elastic 6 single
07022 L8220 n/a stockings, lymphedema per year $1.00 R
Elastic supports, elastic 6 single
07023 L8220 n/a stockings, lymphedema per year $1.00 R
Elastic supports, elastic 6 single
07024 L8220 n/a stockings, lymphedema per year $1.00 R
Elastic supports, elastic 6 single
07025 L8220 n/a stockings, lymphedema per year $1.00 R
Elastic supports, elastic 6 single
07026 L8220 n/a stockings, lymphedema per year $1.00 R
Elastic supports, elastic 6 single
07027 L8220 n/a stockings, lymphedema per year $1.00 R
Elastic supports, elastic 6 single
07028 L8220 n/a stockings, lymphedema per year $1.00 R
Elastic supports, elastic 6 single
07051 1.8220 n/a stockings, lymphedema per year $1.00 R
Elastic supports, elastic 6 single
07052 L8220 n/a stockings, lymphedema per year $1.00 R

* Denotes reimbursable for nursing home recipient.

- Denotes prior authorization is required.

16



MAPB-087-014-D
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Page 6
ATTACHMENT 4
HCPCS PROCEDURE CODE AND COPAYMENT CONVERSION TABLE
DME ITEMS BILLABLE BY PHYSICAL THERAPISTS
PROCEDURE CODE
PR}OR T0 EFFECTIVE LIFE
01/01/88 01/01/88 MOD. NEW DESCRIPTION EXPECTANCY | COPAYMENT | *
Elastic supports, elastic 6 single
07053 L8220 n/a stockings, lymphedema per year $1.00
Elastic supports, elastic 6 single
07054 L8220 n/a stockings, lymphedema per year $1.00
Elastic supports, elastic 6 single
07055 L8220 n/a stockings, lymphedema per year $1.00
Elastic supports, elastic 6 single
07056 L8220 n/a stockings, lymphedema per year $1.00
Elastic supports, elastic 6 single
07057 L8220 n/a stockings, lymphedema per year $1.00
Elastic supports, elastic 6 single
07058 L8220 n/a stockings, lymphedema per year $1.00
Prosthetic shrinker, above the 6 single
07060 L8460 n/a knee : per year $1.00 R
Prosthetic shrinker, below the 6 single
07060 L8440 n/a knee per year $1.00 R
Prosthetic shrinker, above 6 single
07063 L8460 n/a- the knee per year $1.00 R
Elastic supports, elastic 6 single
07066 L8220 n/a stockings, lymphedia per year $1.00 R
Elastic supports, elastic 2 single
07067 L8230 n/a stockings, garter belt per year $1.00 R
Repair orthotic device, repair
07073 L4210 n/a or replace n/a $0.00
Repair of orthotic device,
07074 L4200 n/a hourly rate n/a $0.00

* Denotes reimbursable for nursing home recipient.

*x Denotes prior authorization is required.
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ATTACHMENT 4

HCPCS PROCEDURE CODE AND COPAYMENT CONVERSION TABLE
DME ITEMS BILLABLE BY PHYSICAL THERAPISTS

MAPB-087-014-D
Date: 9/1/87
Page 7

PROCEDURE CODE
PR}OR gg EFFECT&XE LIFE
01/01/ 01/01/ MOD. NEW DESCRIPTION EXPECTANCY | COPAYMENT | *

Gravity assisted traction

08776 E0941* n/a device, any type 1 Tifetime $1.00 R
Rental, gravity assisted

08776 EQ941** | n/a traction, any type n/a $0.00
Traction equipment, overdoor,

08778 £0860 n/a cervical 1 lifetime $1.00
Traction stand free standing,
simple extremity traction,

08781 £0880 n/a (e.g., Buck's) 1 Tifetime $1.00
Traction stand, free standing

08784 £0900 n/a simple pelvic traction, Rental 1 lifetime $1.00
Traction stand, free standing,
simple pelvic traction,

08784 £0900 n/a (e.g., Buck's) ' 1 Tifetime $1.00
TENS, two lead, localized

08796 EQ720* n/a stimulation 1 lifetime $1.00
Rental, TENS, two lead, localized

08796 £Q720 n/a stimulation n.a $0.00
Replacement batteries for
medically necessary TENS owned

08797 £EQ740 n/a by the patient 6 months $1.00
Neuromuscular stimulator,
electronic shock unit, not

08798 EQ745%* | n/a clinical model 1 Tifetime $1.00
Rental - neuromuscular stimulator
electronic shock unit, not

08798 £Q745 n/a clinical model n/a $0.00

* Denotes reimbursable for nursing home recipient.
** Denotes prior authorization is required.
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Page 8
ATTACHMENT 4
HCPCS PROCEDURE CODE AND COPAYMENT CONVERSION TABLE
DME ITEMS BILLABLE BY PHYSICAL THERAPISTS
PROCEDURE CODE B
PR}OR TO EFFECTIVE LIFE
01/01/88 01/01/88 MOD. NEW DESCRIPTION EXPECTANCY | COPAYMENT | *
08445 W6804** | n/a Biofeedback unit 8 years $1.00
08445 W6804** | n/a Rental biofeedback unit n/a $0.00
Cane, includes canes of all
materials, adjustable or fixed,
08472 £0100 n/a with tip 4 years $1.00
Cane, includes canes of all -
materials, adjustable or fixed,
08475 E0100 n/a with tip 4 years $1.00
Cane, includes canes of all j
materials, adjustable or fixed,
08478 £0100 n/a with tip 4 years $1.00
Cane, quad or three prong,
includes canes of all materials,
08479 E0105 n/a adjustable or fixed, with tips 4 years $1.00
Cane, quad or three prong, J
includes canes of all materials,
08481 EQ105 n/a adjustable or fixed, with tips 4 years $1.00
08484 w0910 n/a Cane adjustable with walker 4 years $1.00
Crutches, underarm, aluminum, -
adjustable or fixed, pair, with
08499 £E0114 n/a pads, tips and hand grips 4 years $1.00
Crutches, forearm, includes -
crutches of various materials,
adjustable or fixed, pair, com-
08502 £EO0110 n/a plete with tips and hand grips 4 years $1.00
Crutches, underarm, wood,
adjustable or fixed, pair, with
08505 EOI12 n/a pads, tips and hand grips 4 years $1.00

* Denotes reimbursable for nursing home recipient.
** Denotes prior authorization is required.
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ATTACHMENT 4
HCPCS PROCEDURE CODE AND COPAYMENT CONVERSION TABLE
DME ITEMS BILLABLE BY PHYSICAL THERAPISTS
PROCEDURE CODE
PR}OR T0 EFFECTIVE LIFE
01/01/88 01/01/88 MOD. NEW DESCRIPTION EXPECTANCY | COPAYMENT | *
08775 £0942 n/a Cervical head harness/halter 1 lifetime $1.00
Walker, rigid (pick up),
08844 £0130 n/a adjustable or fixed height 4 years $1.00
Durable medical equipment, not
08850 E1399** | n/a otherwise classified 1 lifetime $1.00
Rental - durable medical equip-
08850 £1399** | n/a ment, not otherwise classified
n/a n/a

* Denotes reimbursable for nursing home recipient.
** Denotes prior authorization is reguired.
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ATTACHMENT 5
PHYSICAL THERAPY SERVICES

PLACE OF SERVICE (POS) CONVERSION TABLE

MAPB-087-014-D
Date: 9/1/87
Page 1

* % %k * * k *

Prior to Effective
01/01/88 01/01/88 New Description
1 3 Office
2 4 Home
4 7 Ndrsing Home
4 8 Skilled Nursing Facility
TYPE OF SERVICE (TOS) CONVERSION TABLE
Prior to Effective
01/01/88 01/01/88 New Description
1 1 Medical
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ATTACHMENT 5 A
DME SERVICES PROVIDED BY PHYSICAL THERAPISTS
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PLACE OF SERVICE (POS) CONVERSION TABLE

Prior to Effective
01/01/88 01/01/88 New Description
1 3 Office
2 4 Home
4 7 Nursing Home
4 8 Skilled Nursing Facility

TYPE OF SERVICE (TOS) CONVERSION TABLE

Prior to Effective

01/01/88 01/01/88 New Description
J P Purchase
H R Rental
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ATTACHMENT 6

AND USAGE

MAPB-087-014-D
Date: 9/1/87

PRIOR AUTHORIZATION REQUEST FORMS

A1l requests for prior authorization received on and after January 1, 1988
must be submitted on the following revised forms. Refer to the following
chart for the appropriate request and attachment forms to be used when

requesting authorization for specific services.

Service

Prior Authorization
Form Required

Special Consideration

Chiropractic

Prior Authorization
Request Form (PA/RF) &
Chiropractic (PA/CA)

Use when requesting prior
authorization to extend
treatment beyond twenty
manipulations per spell
of illness.

Dental/Orthodontia

Dental Prior
Authorization Request
Form (PA/DRF) &
Dental Services
Attachment (PA/DA)

Dental Prior
Authorization Request
Form (PA/DRF) &-
Orthodontic Services
Attachment (PA/OA)

Do not complete PA/DA if
requesting orthodontic
services.

Use to report orthodontic
services only.

DMS

(includes PT, 0T,
Speech and Home
Health DME)

Prior Authorization
Request Form (PA/RF) &
Drug/Disposable
Medical Supplies
Attachment (PA/DGA)

Prior Authorization
Request Form (PA/RF) &
Durable Medical
Equipment (PA/DMEA)

- Use to request any drug
requiring prior authori-
zation.

Use to request dispos-
able medical supply item
requiring prior autho-
rization.

Use to request any DME
item requiring prior
authorization.

Hearing Aid

Physicians Otological
Report (PA/OF)

23

Must be completed by
referring physician.

Audiologist must submit
PA/OF with PA/ARF1 and
PA/ARF2 when requesting
authorization for hearing
aid(s).



ATTACHMENT 6

Prior Authorization
Request Forms and Usage

MAPB-087-014-D
~Date: 9/1/87

Page 2
Prior Authorization
Service Form Required Special Consideration
Hearing Aid Audiological Report Audiologists uses PA/ARF1
(continued) for Hearing Aid and PA/ARF2 to request
Request (PA/ARF1) & hearing aid (must also
Hearing Aid Request include PA/OQF).
Form (PA/ARF2)
Home Health Prior Authorization - Use to request home
(includes Request Form (PA/RF) health aide/RN/LPN

Independent Nurses) & Home Health
Attachment (PA/HHSA)

Prior Authorization
Request Form (PA/RF)
& Home Health

Attachment (PA/HHTA)

NOTE:

services provided by a
home health agency.

- Use to request nursing
services provided by
RN/LPN in independent
practice.

- Use to request therapy
(PT, OT, Speech)
services provided by a
home health agency.

1. If recipient will receive only home health therapy services, attach to
the Prior Authorization Request Form (PA/RF) and submit to EDS.

2. If recipient will receive home health services in addition to home
health therapy services, attach both attachment forms (PA/HHSA and
PA/HHTA) to the Prior Authorization Request Form (PA/RF) and submit to

EDS.

Hospital Prior Authorization
Request Form (PA/RF)
& Physician Attachment
(PA/PA)

Mental Health Prior Authorization
Request Form (PA/RF)
& Psychotherapy
Attachment (PA/PSYA)

24

Use when regquesting prior
authorization for

- transplants
- AIDS services
- ventilator services

Use to request all psycho-
therapy services requiring
prior authorization.



MAPB-087-014-D
ATTACHMENT 6 Date: 9/1/87

Prior Authorization
Request Forms and Usage

Page 3
Prior Authorization
Service Form Required Special Consideration
Mental Health Prior Authorization Use to request all AODA
(continued) Request Form (PA/RF) & services requiring prior
AODA Attachment (PA/AA) authorization.
(Alcohol and Other
Drug Abuse)
Prior Authorization Use to request day treat-
Request Form (PA/RF) ment services requiring
& Day Treatment prior authorization.
Attachment (PA/DTA)
Out-of-State Prior Authorization Use when requesting
Request Form (PA/RF) out-of-state nursing
& Physician Attachment home services (process
(PA/PA) type 999).
Personal- Care Prior Authorization Use to request any
Request Form (PA/RF) personal care services
& Personal Care requiring prior autho-
Attachment (PA/PCA) rization.
Physician Prior Authorization Use when requesting any
(includes family Request Form (PA/RF) physician service
planning and rural & Physician Attachment requiring prior autho-
health clinics) (PA/PA) rization.
Therapy Prior Authorization Do not complete PA/TA when
(includes Request Form (PA/RF) requesting a spell of
Rehabilitation & Therapy Attachment illness (complete PA/SOI).
Agencies) (PA/TA) (physical, Use PA/TA when requesting
occupational, speech prior authorization to
and audiological) extend treatment beyond

forty-five treatment days
for the same spell of
illness.

Prior Authorization Use to request a new spell
Request Form (PA/RF) of illness only.

& Spell of Illness

Attachment (PA/SOI)

(physical, occupational,

speech)
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Prior Authorization
Request Forms and Usage

Page 4
Prior Authorization -
Service Form Required Special_Consideration
Transportation Prior Authorization Use when requesting any
Request Form (PA/RF) transportation service
& Physician Attachment requiring prior authori-
(PA/PA) zation (process type 999).
Vision Prior Authorization Use to request any vision
Request Form (PA/RF) service requiring prior
& Vision Attachment authorization.
(PA/VA)

The timely determination of authorization is significantly enhanced by the
completeness and quality of the documentation submitted by providers when
requesting prior authorization. Carefully complete the Prior
Authorization Request Form (PA/RF), attach appropriate prior authorization
attachment form and submit to the following address:

E.D.S. Federal Corporation
Prior Authorization Unit
Suite 88

6406 Bridge Road

Madison, WI 53784-0088

26



ATTACHMENT 7

MAIL TO:

£.0.S. FEDERAL CORPORATION
PRIOR AUTHORIZATION UNIT
6406 BRIDGE ROAD

SUITE 88

MADISON, W1 53784-0088 ICN #

AT #
PA ¥ 1234567

MAPR-087-014-D
Date: 9/1/87

PRIOR AUTHORIZATION
REQUEST FORM 1. PROCESSING TYoE

(DO NOT WRITE IN THIS SPACE) ‘

MR
A a

2. RECIPIENT'S MEDICAL ASSISTANCE | 0. NUMBER

123456739Q

3. RECIPIENT'S NAME (LAST, FIRST. MIOOLE INITIALY
Recipient, Im A.

4 RECIPIENT ADDRESS (STREET. CITY STATE. ZIP CODE:

509 Wilieyw
Anytown, wWTI 35372

5. DATE OF BIRTH 8. SEX

M/ DD/YY

7. BILLING PROVIDER TELEPHONE NO.

A 'ald RENPYT__Xrerar
(o ) s

8. BILLING PROVIDE NAME, ADDRESS, ZIP CODE:

I. M. Provider
1w, Williams
Anytown, WI 53725

9. BILING PROVIDER NO.

123456728

10. DX: PRIMARY
436 - CVA

11. DX: SECONDARY
437.0 - Cerebral atherosclerosis

12, START DATE OF SOI: 13. FIRST DATE Rx

At ~/
M/A VA

14 15 16 17 18 19 20
PROCEDURE CODE | MOD | POS | TOS DESCRIPTION OF SERVICE QR CHARGES
97200 S 1 Physical Therapy 3 PN

An approved authorization does not guarantee payment. TOTAL |2
pp g pay CHARGE XX. XX

Reimbusement is contingent upon eligibility of the

recipient and provider at the time the service is provided and the completeness of the claim information. Payment wiil
not be made for services initiated prior to approval or after authorization expiration date. Reimbursement will be in
accordance with Wisconsin Medical Assistance Program payment methodology and Policy. If the recipient is enroiled in
a Medical Assistance HMO at the time a prior authorized service is provided, WMAP reimbursement will be allowed only

it the service is not covered by the HMQ.

2M1/DD/YY

» L. M. Provider QM e B

DATE REQUESTING PROVIDER SIGNATURE
(DO NOT WRITE IN THIS SPACE)
AUTHORIZATION: .
I ] l ] PRODEDURE(S) AUTHORIZED QUANTITY AUTHORIZED
APPROVED GRANT DATE EXPIRATION DATE
MODIFIED — REASON:
DENIED -— REASON:
RETURN ~— REASON:
DATE CONSULTANT/ANALYST SIGNATURE
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MAPB-087-014-D
ATTACHMENT 7a Date: 9/1/87

INSTRUCTIONS FOR THE COMPLETION OF THE
PRIOR AUTHORIZATION REQUEST FORM (PA/RF)

ELEMENT 1 - PROCESSING TYPE

Enter the appropriate three digit processing type from the attached table.
The ’“process type’ is a three digit code used to identify the type of
service requested. Use 999 - ‘Other’ only if the request cannot reference
any of the process types listed. Prior Authorization/Spell of Illness
requests will be returned without adjudication if no processing type is
indicated.

**111 - Physical Therapy
**]112 - Occupational Therapy
**]113 - Speech Therapy/Audiology
**114 - Physical Therapy (spell of illness only)
**]115 - Occupational Therapy (spell of illness only)
**116 - Speech Therapy (spell of illness only)
117 - Physician Services (includes Family Planning and Rural Health)
118 - Chiropractic
*120 - Home Health/Independent Nurses Services/Home Health Therapy
121 - Personal Care Services
122 - Vision
126 - Psychotherapy (HCFA 1500 billing providers only)
127 - Psychotherapy (UB82 billing providers only)
128 - AODA Services
129 - Day Treatment Services
130 - Durable Medical Equipment

131 - Drugs
132 - Disposable Medical Supplies
133 - Transplant Services

134 - AIDS Services (hospital and nursing home)

135 - Ventilator Services (hospital and nursing home)

999 - Other (use only if the request cannot reference any of the
processing types listed)

* Includes PT, 0T, Speech
** Includes Rehabilitation Agencies

ELEMENT 2 - RECIPIENT’S MEDICAL ASSISTANCE IDENTIFICATION NUMBER
Enter the ten digit medical assistance recipient number as found on the
recipient’s medical assistance identification card.

ELEMENT 3 - RECIPIENT’S NAME

Enter the recipient’s last name, followed by first name and middle
initial, exactly as it appears on the recipient’s medical assistance
identification card.

ELEMENT 4 - RECIPIENT’S ADDRESS
Enter the address of the recipient’s place of residence, the street, city,

state and zip code must be included. If the recipient is a resident of a

nursing home or other facility, also include the name of the nursing home
or facility.
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MAPB-087-::14-D
ATTACHMENT 7a Date: 9/1/87

Instructions for the Completion of the
Prior Authorization Request Form (PA/RF)
Page 2

ELEMENT 5 - RECIPIENT’S DATE OF BIRTH

Enter the recipient’s date of birth in MM/DD/YY format (i.e., June 8, 1941
would be 06/08/41), as it appears on the recipient’s medical assistance
identification card.

ELEMENT 6 - RECIPIENT’S SEX
Enter an ‘X’ to specify male or female.

ELEMENT 7 - BILLING PROVIDER’S NAME, ADDRESS AND ZIP CODE

Enter the name and complete address (street, city, state and Zip code) of
the billing provider. No other information should be entered in this
element, as this element also serves as your return address label.

ELEMENT 8 - BILLING PROVIDER’S TELEPHONE NUMBER
Enter the telephone number, including the area code, of the office,
clinic, facility or place of business of the billing provider.

ELEMENT 9 - BILLING PROVIDER’S MEDICAL ASSISTANCE PROVIDER NUMBER
Enter the eight digit WMAP provider number of the billing provider.

ELEMENT 10 - RECIPIENT’S PRIMARY DIAGNOSIS

Enter the appropriate International Classification of Disease, 9th
Edition, Clinical Modification (ICD-9-CM) diagnosis code and description
most relevant to the service/procedure requested.

NOTE:
Pharmacists, medical vendors and individual medical suppliers may
provide a written description only.

ELEMENT 11 - RECIPIENT’S SECONDARY DIAGNOSIS

Enter the appropriate International Classification of Disease, 9th
Edition, Clinical Modification (ICD-9-CM) diagnosis code and description
additionally descriptive of the recipient’s clinical condition.

NOTE:
Pharmacists, medical vendors and individual medical suppliers may
provide a written description only.

ELEMENT 12 - START DATE OF SPELL OF ILLNESS*

DO NOT COMPLETE THIS ELEMENT UNLESS REQUESTING A THERAPY (PT, OT, SPEECH)
SPELL OF ILLNESS. Enter the date of onset for the spell of illness in
MM/DD/YY format (i.e., March 1, 1988 would be 03/01/88).

* Therapy spell of illness requests only.
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Instructions for the Completion of the
Prior Authorization Request Form (PA/RF)
Page 3

ELEMENT 13 - FIRST DATE OF TREATMENT*

DO NOT COMPLETE THIS ELEMENT UNLESS REQUESTING A THERAPY (PT, OT, SPEECH)
SPELL OF ILLNESS. Enter the date of the first treatment for the spell of
illness in MM/DD/YY format (i.e., March 1, 1988 would be 03/01/88).

* Therapy spell of illness requests only.

ELEMENT 14 - PROCEDURE CODE(S)

Enter the appropriate revenue, HCPCS or national drug code (NDC) procedure
code for each service/procedure/item requested, in this element. DO NOT
COMPLETE THIS ELEMENT IF REQUESTING A THERAPY (PT, OT, SPEECH) SPELL OF
ILLNESS.

ELEMENT 15 - MODIFIER

Enter the modifier for the procedure code (if a modifier is required by
Bureau of Health Care Financing policy and the coding structure used) for
each service/procedure/item requested. DO NOT COMPLETE THIS ELEMENT IF
REQUESTING A THERAPY (PT, OT, SPEECH) SPELL OF ILLNESS.

ELEMENT 16 - PLACE OF SERVICE
Enter the appropriate place of service code designating where the
requested service/procedure/item will be provided/performed/dispensed.

Code Description

Inpatient Hospital
Qutpatient Hospital
Office

Home

Nursing Home

Skilled Nursing Facility
Ambulance

OO0~ WM —

Alpha Description
A Independent Lab

NOTE:

Mental health services may not be provided in the recipient’s home
(POS 4).
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Instructions for the Completion of the
Prior Authorization Request Form (PA/RF)
Page 4

ELEMENT 17 - TYPE OF SERVICE

Enter the appropriate type of service code for each service/procedure/item
requested. DO NOT COMPLETE THIS ELEMENT IF REQUESTING A THERAPY (PT, OT,
SPEECH) SPELL OF ILLNESS.

Numeric Description
0 Blood
1 Medical (including: Physician’s Medical Services, Home Health,
2 Surgery Independent Nurses, Audiology, PT, OT, ST, Personal
3 Consultation Care, AODA, and Day Treatment)
4 Diagnostic X-Ray - Total Charge
5 Diagnostic Lab - Total Charge
6 Radiation Therapy - Total Charge
7 Anesthesia
8 Assistant Surgery
9 Other including:

Transportation

*Non-MD Psych
Family Planning Clinic
Rehabilitation Agency

. Nurse Midwife
Chiropractic

* non-board operated only

Alpha
B Diagnostic Medical - Total
C Ancillaries, Hospital and Nursing Home
D Drugs
E Accommodations, Hospital and Nursing Home
F Free Standing Ambulatory Surgical Center
G Dental
J Vision Care and Cataract Lens
K Nuclear Medicine - Total Charge
P Purchase New DME
Q Diagnostic X-Ray - Professional
R DME Rental
S Radiation Therapy - Professional
T Nuclear Medicine - Professional
U Diagnostic X-Ray, Medical - Technical
W Diagnostic Medical - Professional
X Diagnostic Lab - Professional
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ELEMENT 18 - DESCRIPTION OF SERVICE

Enter a written description corresponding to the appropriate revenue,
HCPCS or National Drug Code (NDC) procedure code for each
service/procedure/item requested.

NOTE:
If you are requesting a therapy spell of illness, enter ’‘Spell of
[TTness’ in this element.

ELEMENT 19 - QUANTITY OF SERVICE REQUESTED
Enter the quantity (sessions, number of services, etc.) requested for each
service/procedure/item requested.
AODA Services (number of services)
Audiology Services (number of services)
Chiropractic (number of manipulations)
Day Treatment Services (number of services)
Dental (number of services)
Disposable Medical Supplies (number of days supply)
Drugs (number of days supply)
Durable Medical Equipment (number of services)
Hearing Aid (number of services) ,
Home Health (number of units)/Independent Nurses (number of units)
Services/Home Health Therapy-PT, OT, Speech (number of visits)
Hospital Transplant Services (per hospital stay)
Hospital and Nursing Home AIDS Services (number of days)
Hospital and Nursing Home Ventilator Services (number of days)
Occupational Therapy (number of services)
Occupational Therapy (spell of illness only) (enter 45)
Orthodontics (dollar amount)
Personal Care Services (number of hours)
Physical Therapy (number of services)
Physical Therapy (spell of illness only) (enter 45)
Physician Services (number of services)
Psychotherapy (HCFA 1500 billing providers only) (number of services)
Psychotherapy (UB82 billing providers only) (dollar amount)
Speech Therapy (number of services)
Speech Therapy (spell of illness only) (enter 45)
Vision (number of services)

NOTE:
If requesting a therapy spell of illness, enter ’45’ in this element.
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ELEMENT 20 - CHARGES

Enter your wusual and customary charge for each service/procedure/item
requested. DO NOT COMPLETE THIS ELEMENT IF REQUESTING A THERAPY (PT, OT,
SPEECH) SPELL OF ILLNESS.

NOTE:

The charges indicated on the request form should reflect the
provider’s usual and customary charge for the procedure requested.
Approval of a prior authorization is for the service only. Providers
are reimbursed for authorized services according to Terms of Provider
Reimbursement issued by the Department of Health & Social Services.

ELEMENT 21 - TOTAL CHARGE
Enter the anticipated total charge for this request. DO NOT COMPLETE THIS
ELEMENT IF REQUESTING A THERAPY (PT, OT, SPEECH) SPELL OF ILLNESS.

ELEMENT 22 - BILLING CLAIM CLARIFICATION STATEMENT

"An approved authorization does not guarantee payment. Reimbursement is
contingent upon eligibility of the recipient and provider at the time the
service is provided and the completeness of the claim information.
Payment will not be made for services initiated prior to approval date or
after authorization expiration date. Reimbursement will be in accordance
with Wisconsin Medical Assistance Program payment methodology and policy.
If the recipient is enrolled in a medical assistance HMO at the time a
prior authorized service is provided, WMAP reimbursement will be allowed
only if the service is not covered by the HMO.’

ELEMENT 23 - DATE
Enter the month, day and year (in MM/DD/YY format) the prior authorization
request form was completed and signed.

ELEMENT 24 - REQUESTING PROVIDER’S SIGNATURE
The signature of the provider requesting/performing/dispensing the
service/procedure/item must appear in this element.

DO NOT ENTER ANY INFORMATION BELOW THE SIGNATURE OF THE REQUESTING
PROVIDER -- THIS SPACE IS RESERVED FOR THE WISCONSIN MEDICAL ASSISTANCE
PROGRAM CONSULTANT(S) AND ANALYST(S).
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Mail To:

E.D.S. FEDERAL CORPORATION
Prior Authorization Unit
Suite 88

ATTACHMENT 7b

PA/TA

MAPR-N87-014-D
Date: 9/1/87
1. Compiete this form

2. Attach to PA/RF
{Prior Authorization Request Farm)

6406 Bridge Road THERAPY ATTACHMENT 3. Mail to EDS
Madison, Wl 53784-0088 (Physical- Occupational-Speech Therapy)
RECIPIENT INFORMATION
o @ D 3 :
! RECTPTENT TMA A 1234567894 29
LAST NAME FiIRST NAME MIDDLE INITIAL MEDICAL ASSISTANCE 1D NUMBER AGE
PROVIDER INFORMATION
® 2 ®
I.M. PERFORMING, PT. 12345678 Coxxx ) wew o xxux
THERAPIST'S NAME THERAPIST'S MEDICAL TRERAPIST'S

AND CREDENTIALS

®

ASSISTANCE PROVIOER NUMBER

I.M. REFERRING/PRESCRIBING

REFERRING/PRESCRIBING
PHYSICIAN'S NAME

TELEPHONE NUMBER

A. Requesting: Physical Therapy

B. Total time per day requested |

Total Sessions per week requested

Total number of weeks requestad

O Occupational Therapy

30 minutes

3

26

C Speech Thérapy

C. Provide a description of the recipient's diagnosis and problems and date of onset.

R CVA 12-27-86

HYSTERECTOMY 2° TO ADENOCARCINOMA - 1986
ADULT ONSET DIABETES-SEVERAL YRS DURATION

CHF-SEVERAL YEARS DURATION
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. MAPB-087-014-0
D. BRIEF PERTINENT HISTORY: ATTACHMENT 7b Nate: 5/?/%7'

PT WAS ADMITTED 1-12287 AFTER HOSPITALIZATION FOR ACUTE CVA 12-27-86.
HOSPITALIZED FROM 3-6-87 TO 3-12-87 FOR PNEUMONIA. HAS BEEN MEDICALLY
STABLE AND ALERT SINCE RETURN ON 3-12-87.

Location Date Problem Treated

E. Therapy History

PT HOSPITAL 1-2-87 to cva
1-11-87

NURSING HOME 1-13-87 to CVA
3-4-87

3-14-87 to
PRESENT

oT

N/A

SP
N/A
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ATTACHMENT 7b MAPB-N87-714-D

< Evaluations: {Indicate Dates/Tests Used/Results) (Provide Date of Initial Evaluation), Date: 9/1/87
1-13-87 3-14-87

ORIENTATION A& O X3 A&OXS3
ROM WFL EXCEPT FL EXCEPT

(DsHLDR  FLEX 140% SHLDR  FLEX 110%

ABD 140% ABD 110%
ER  45% ER  45%
(D KNEE  EXT -10% KNEE EXT -15%
ANKLE DORST -10%

STRENGTH EXTREMITIES IN G RANGE U&LE F+ TO G-

L)UE FLACCID D UE  NON-FUNC C MODERATE FLEXION

SPACTICITY PRESENT
(DLE HIP 8 KNEE P RANGE  (L)LE HIP & KNEE F
ANDKLE 0 ANKLE TRACE
TRANSFERS STNDG PIVOT REQUIRES MAX SPT MOD OF 1
B OF 2
ELEVATIONS SUPINE <> SIT MAX OF 1 SUPINE&> SIT MIN OF 1
- SIT¢y STAND MAX OF 2 SIT & STAND MOD OF 1
AMB NON-AMB IN 11 BARS OF 10'x2 REOUIRES MAX OF
1 ABLE TO ADVANCE L LE INDEP 70% of
TIME
SITTING BALANCE  UNSUPPORTED REQUIRES MAX UNSUPPORTED INDEP X 60 SEC IF
OF 1 UNCHALLENGED

G. Describe progress in measurable/functional terms since treatment was initiated or las?/authorized,’

6-18-87

ORIENTATION O -

ROM ‘MAINTAINED C IN8 KNEE EXT TO - &@ANKLE DORSTFLEX TO NEUTRAL
STRENGTH U&LEGTO G+ UE NON-FUNC LE HIP & KNEE F+ TO G- ANKLE P RANGE

AFQ OBTAINED_5-15-87 TO ASSIST IN TRANSFER/GAIT
TRANSFERS .  STNDY PIVOT C GUARDED TO MIN OF 1 IN PT & ON UNIT
ELEVATIONS SUPINE <> SIT4™STAND C GUARDED TO MIN OF 1
AMB USES HEMIWALKER C MIN ASSIST OF 1 FOR 10' x2. AMB x1/DAY ON NURSING
UNIT FOR 40'. -
SITTING BALANCE ABLE TO ACCEPT MODERATE CHALLENGES AND MAINTAIN BALANCE INDEP
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ATTACHMENT 7b

H. Plan of Care (Indicate specilic mmeasurabie goais and procedures {0 meet those goals)pate:

GOALS STG
1. AMB C HEMIWALKER C
STANDBY ASSIST OF 1 120' x 2
2. INDEP ELEVATIONS

SPT C STANDBY ASSIST OF 1

LTG
INDEP IN ALL MOBILITY
RETURN TO INDEP LIVING

I.  Rehabilitation Potential:

VERY GOOD POTENTIAL TO MEET ABOVE GOALS.
PERIOD OF DECLINE IN MARCH ONLY.

MAPB-087-014-N
9/1/87

PROCEDURES

GAIT TRAINING
THERAPUTIC EXERCISE

MAT PROGRAM

FOLLOW THROUGH OF PROGRAM
C NURSING

PT HAS PROGRESSED STEADILY C SHORT

THE PROVISION OF SERVICES WHICH ARE GREATER THAN OR SIGNIFICANTLY DIFFERENT
FROM THOSE AUTHORIZED MAY RESULT IN NON-PAYMENT OF THE BILLING CLAIM(S).

J. OHL:? ci(:%?. '/Z/’7 ‘

Signature of Prescribing Physician
(A copy of the Physiclan's order sheet is acceptadble)

MM/DD/YY

Date
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Signature of Therapist ProvididQ Treatment

MM/DD/YY

Date



ATTACHMENT 7c MAPB-087-014-D
Date: 9/1/87

INSTRUCTIONS FOR THE COMPLETION OF
THE PRIOR AUTHORIZATION THERAPY ATTACHMENT
(PA/TA)
(Physical, Occupational, Speech Therapy)

Do not use this attachment to request a spell of iliness, use the Prior
Authorization Spell of I1lness Attachment (PA/SOIA).

The timely determination of authorization is significantly enhanced by the
completeness and quality of the documentation submitted by providers when
requesting prior authorization to extend treatment beyond forty-five
treatment days for the same spell of illness. Carefully complete this
attachment form, attach it to the Prior Authorization Request Form (PA/RF)
and submit to the following address:

E.D.S. Federal Corporation
Prior Authorization Unit
Suite 88

6406 Bridge Road

Madison, WI 53784-0088

Questions regarding completion of the Prior Authorization Request Form
(PA/RF) and/or the Prior Authorization Therapy Attachment (PA/TA) or the
Prior Authorization Spell of Illness Attachment (PA/SOIA) may be addressed
to EDS’ Telephone/Written Correspondence Unit. -

RECIPIENT INFORMATION:

ELEMENT 1 - RECIPIENT’S LAST NAME
Enter the recipient’s last name exactly as it appears on the recipient’s
medical assistance identification card.

ELEMENT 2 - RECIPIENT’S FIRST NAME
Enter the recipient’s first name exactly as it appears on the recipient’s
medical assistance identification card.

ELEMENT 3 - RECIPIENT’S MIDDLE INITIAL
Enter the recipient’s middle initial exactly as it appears on the
recipient’s medical assistance identification card. :

ELEMENT 4 - RECIPIENT’S MEDICAL ASSISTANCE NUMBER
Enter the recipient’s ten digit medical assistance number exactly as it
appears on the recipient’s medical assistance identification card.

ELEMENT 5 - RECIPIENT’S AGE
Enter the age of the recipient in numerical form (i.e., 45, 60, 21, etc.).
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ATTACHMENT 7c¢ MAPB-087-014-D
Date: 9/1/87

Instructions for the Completion of the Prior
Authorization Therapy Attachment (PA/TA)
(Physical, Occupational, Speech Therapy)

Page 2 ,

PROVIDER INFORMATION:

ELEMENT 6 - THERAPIST’S NAME AND CREDENTIALS

Enter the name and credentials of the primary therapist who would be
responsible for and participate in therapy services for the recipient. If
the performing provider will be a therapy assistant, enter the name of the
supervising therapist.

ELEMENT 7 - THERAPIST’S MEDICAL ASSISTANCE PROVIDER NUMBER .

Enter the eight digit medical assistance provider number of the therapist
who would provide the authorized service (performing provider). If the
performing provider will be a therapy assistant, enter the medical
assistance provider number of the supervising therapist.

ELEMENT 8 - THERAPIST’S TELEPHONE NUMBER

Enter the telephone number, including area code, of the therapist who
would provide the authorized service (performing provider). If the
performing provider would be a therapy assistant, enter the telephone
number of the supervising therapist.

ELEMENT 9 - REFERRING/PRESCRIBING PHYSICIAN’S NAME
Enter the name of the physician referring/prescribing evaluation/
treatment.

* &k * k& k k& k &k & k k& * & * k¥ & & &k & & k kK &k *k &k k & kX &k k ¥ k *k ¥ & * &

The remaining portions of this attachment are to be used to document the
justification for the requested service.

1. Complete elements A through J.

2. Element E - Provide a brief past history based on available
information.

Element I - Provide the recipient’s perceived potential to meet therapy
goals.

3. Read the Prior Authorization Statement before dating and signing the
attachment.
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ATTACHMENT 7c MAPB-087-014-D
Date: 9/1/87

Instructions for the Completion of the Prior
Authorization Therapy Attachment (PA/TA)
(Physical, Occupational, Speech Therapy)

Page 3

4. The attachment must be signed and dated by the primary therapist who
will be responsible for and participate in therapy services for the
recipient. If the performing provider will be a therapy assistant, the
attachment must be signed by the supervising therapist.

The form must be signed and dated by the prescribing physician. NOTE:

A copy of the signed physician’s order sheet is acceptable in lieu of
the physician’s signature.
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ATTACHMENT 8 MAPB-087-N14-D
Date: 9/1/87

MAIL TO: PRIOR AUTHORIZATION
£.0.S. FEDERAL CORPORATION REQUEST FORM 1. PROCESSING TYPE
PRIOR AUTHORIZATION UNIT ,
6406 BRIDGE ROAD PA/RF (DO NOT WRITE IN THIS SPACE)
SUITE 88 L
MADISON, WI 53784.0088 ICN # 114

’ AT #

P.A # 1234567

2. RECIPIENT'S MEDI%AL ASSISTANCE 1.0. NUMBER 4. RECIPIENT ADDRESS (STREET. CITY, STATE, ZIP CODE)
123456789 )
3 AECIPIENT'S NAME (uf;.émsr. MIDOLE INITIAL) 609 Willow
Recipient, Ir Anvtown, "I 53725
5. DATE OF BIRTH 8. SEX 7. BILLING PROVIDER TELEPHONE NO.
MM/DD/YY M)  Flx] (o) X-Xo
8. BILLING PROVIDE NAME, ADDRESS, ZIP CODE: 9. BILING PROVIDER NO.
87654321
. 10. DX: PRIMARY
I. M. Provider L3 - CUA
1 W Williams 1. DX: SECONDARY
Anytown, WI 53725 : 437.0-Cerebral atherosclernsis
12. START DATE OF SOI: 13. FIRST DATE RX:
MM/DD/YY MM/DD/YY
14 15 18 17 18 19 ) 20
PROCEDURE CODE | MOD | POS | TOS DESCRIPTION OF SERVICE QR CHARGES
8 Physical Therapy Spell of Illnesg 45 XXX
An approved authorization does not guarantee payment. CL?\T;:;-E 7 ovwwx

Reimbusement is contingent upon eligibitity of the
recipient and provider at the time the service is provided and the completeness of the claim information. Payment will

not be made for services initiated prior to approval or after authorization expiration date. Reimbursement will be in
accordance with Wisconsin Medical Assistance Program payment methodoiogy and Policy. If the recipient is enrolled in
a Medical Assistance HMO at the time a prior authorized service is provided, WMAP reimbursement will be allowed only

if the service is not covered by the HMO. .
22. M{/DD/YY 2. I M T i : M
OATE REQUESTING PROVIDER SIGNATURE
(DO NOT WRITE IN THIS SPACE)
AUTHORIZATION: .
I } I J PRODEDURE(S) AUTHORIZED QUANTITY AUTHORIZED
APPROVED GRANT DATE EXPIRATION DATE
MODIFIED —  REASON:
DENIED —  REASON:
RETURN — REASON:
DATE CONSULTANT/ANALYST SIGNATURE
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ATTACHMENT 8a MAPB=087-014-0D
Date: 9/1/87

INSTRUCTIONS FOR THE COMPLETION OF THE
PRIOR AUTHORIZATION REQUEST FORM (PA/RF)
FOR A SPELL OF ILLNESS
(Physical, Occupational, Speech Therapy)

ELEMENT 1 - PROCESS TYPE

Enter the appropriate three digit process type in this element. Spell of
illness requests will be returned without adjudication if no process type
is indicated.

114 - Physical Therapy Spell of Illness
115 - Occupational Therapy Spell of Illness
116 - Speech Therapy Spell of Illness

ELEMENT 2 - RECIPIENT’S MEDICAL ASSISTANCE NUMBER
Enter the ten digit medical assistance recipient number exactly as it
appears on the recipient’s medical assistance identification card.

ELEMENT 3 - RECIPIENT’S NAME

Enter the recipient’s last name, followed by first name and middle
initial, exactly as it appears on the recipient’s medical assistance
identification card.

ELEMENT 4 - RECIPIENT’S ADDRESS

Enter the address of the recipient’s place of residence; the street, city,
state and zip code must be included. If the recipient is a resident of a
nursing home or other facility, also include the name of the nursing home

or facility.

ELEMENT 5 - RECIPIENT’S DATE OF BIRTH

Enter the recipient’s date of birth in MM/DD/YY format (i.e., June 8, 1941
would be 06/08/41) exactly as it appears on the recipient’s medical
assistance identification card.

ELEMENT 6 - RECIPIENT’S SEX
Enter an ‘X’ to specify male or female.

ELEMENT 7 - BILLING PROVIDER’S NAME, ADDRESS AND ZIP CODE

Enter the name and complete address (street, city, state and zip code) of
the billing provider. No other information should be entered in this
element as it also serves as a return mailing label.

ELEMENT 8 - BILLING PROVIDER’S TELEPHONE NUMBER
Enter the telephone number, including the area code, of the office,
clinic, facility or place of business of the billing provider.

ELEMENT 9 - BILLING PROVIDER’S MEDICAL ASSISTANCE PROVIDER NUMBER
Enter the eight digit medical assistance provider number of the billing
provider,
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ATTACHMENT 8a MAPB-087-014-D
Date: 9/1/87

Instructions for the Completion of the
Prior Authorization Request Form (PA/RF)
for a Spell of Illness
(Physical, Occupational, Speech Therapy)

Page 2

ELEMENT 10 - RECIPIENT’S PRIMARY DIAGNOSIS

Enter the appropriate International Classification of Disease, 9th
Edition, Clinical Modification (ICD-9-CM) diagnosis code and description
most relevant to the spell of illness.

ELEMENT 11 - RECIPIENT’S SECONDARY DIAGNOSIS

Enter the appropriate International Classification of Disease, 9th
Edition, Clinical Modification (ICD-9-CM) diagnosis code and description
additionally descriptive of the recipient’s condition.

ELEMENT 12 - START DATE OF SPELL OF ILLNESS
Enter the date of onset for the new spell of illness in MM/DD/YY format
(i.e., March 1, 1988 would be 03/01/88).

ELEMENT 13 - FIRST DATE OF TREATMENT (SPELL OF ILLNESS)
Enter the date of the first treatment or evaluation for the new spell of
illness in MM/DD/YY format (i.e., March 9, 1988 would be 03/09/88).

ELEMENT 14 - PROCEDURE CODE(S)
(Teave this element blank)

ELEMENT 15 - MODIFIERS
(Teave this element blank)

ELEMENT 16 - PLACE OF SERVICE
Enter the appropriate place of service code (3 - Office, 4 - Home, 7-
Nursing Home, 8 - Skilled Nursing Facility).

ELEMENT 17 - TYPE OF SERVICE
(Teave this element blank)

ELEMENT 18 - DESCRIPTION OF SERVICE
Enter the description ’Spell of Illness’ in this element.

ELEMENT 19 - QUANTITY OF SERVICE REQUESTED
Enter ‘45’ in this element, signifying forty-five treatment days.

ELEMENT 20 - CHARGES
(Teave this element blank)

ELEMENT 21 - TOTAL CHARGES
(Teave this element blank)
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ATTACHMENT 8a MAPB-087-014-D
Date: 9/1/87

Instructions for the Completion of the
Prior Authorization Request Form (PA/RF)
for a Spell of Illness
(Physical, Occupational, Speech Therapy)

Page 3

ELEMENT 22 - BILLING CLAIM PAYMENT CLARIFICATION STATEMENT

Please read the 'Billing Claim Payment Clarification Statement’ printed on
the request before dating and signing the prior authorization request
form.

"An approved authorization does not guarantee payment. Reimbursement
is contingent upon eligibility of the recipient and provider at the
time the service is provided, and the completeness of the claim
information. Payment will not be made for services initiated prior to
approval date or after authorization expiration date. Reimbursement
will be in accordance with Wisconsin Medical Assistance Program (WMAP)
payment methodology and policy. If the recipient is enrolled in a
medical assistance HMO at the time a prior authorized service is
provided, WMAP reimbursement will be allowed only if the service is not
covered by the HMO.’

ELEMENT 23 - DATE
Enter the month,_day and year the request form was completed and signed.

ELEMENT 24 - REQUESTING PROVIDER’S SIGNATURE

The signature of the provider (therapist) requesting the spell of illness
must appear in this element.
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ATTACHMENT 8b MAPB-087-014-0
Date: 9/1/R7

Mail To: ) 1. Complete this form
E.D.S. FEDE_RAL CORPORATION 2. Attach to PA/RF
gﬁﬁfe‘égmo”za“on Unit PA/SOlA {Prior Authorization Request Form)
6406 Bridge Road PRIOR AUTHORIZATION 3. Mail to EDS
Madison, Wi 53784.0088 SPELL OF ILLNESS ATTACHMENT

(Physical, Occupational, Speech Therapy)

RECIPIENT INFORMATION

O) @ ® O, B
f RECIPIENT IMA M 1234567890 29 |
LAST NAME FIRST NAME MIDOLE INITIAL MEDICAL ASSISTANCE 10 NUMBER AGE

PROVIDER INFORMATION

® @
I.M. PERFORMING,P.T. 87654321 (XXX ) XX - XxXxx
1’&%“32‘233%‘& m_si%—mm%eg%uh&—m—'m ANCE - THERAPIST'S TELEPHONE NUMBER
®
I.M. REFERRING
AEFERRING/PRESCRIBING
PHYSICIAN'S NAME
A. O Physical Therapy SOI Q Occupational Therapy SOI O Speech Therapy SOI

B. Provide a description of the recipient’'s diagnosis and problems.
Indicate the functional regression which has occurred and the potential to reachieve the praevious skill.

PT FX'D PELVIS ON 6-18-87. HAD BEEN AMB C CANE C GUARDED TO MIN ASSIST OF
1 ON THE UNIT. WAS TRANSFERRING C STANDBY ASSIST ONLY. _NO 7PAIN.
THERAPY INITIATED 6-25-87. PT REQUIRES MAX ASSIST OF 1 C WALKER TO AMB.
TRANSFERS REQUIRE MAX OF 1. % PAIN IS CONSTANT C ANY MOVEMENT.

EXPECT PT TO RETURN TO PREVIOUS AMB/TRANSFER STATUS AND TO BE MAINTAINED

BY RESTORATIVE NURSING.
C. Attach a copy of the recipient’s Therapy Plan of Care, including a current evaluation.

D. What is the anticipated snd date of the speli of iliness.

E. Supply the physician’s dated signature on either the Therapy Plan of Care or the Physician’s Order Sheet.

THE PROVISION OF SERVICES WHICH ARE GREATER THAN OR SIGNIFICANTLY DIFFERENT FROM
THOSE AUTHORIZED MAY RESULT IN NON-PAYMENT OF THE BILLING CLAIM(S).

. 0. on A sy

Signature of Prescriding Date
(A copy of the Physician's Order Sheet is acceptable)

D Doageepcs —

Siqmt_ur_o ot Therafist Providing Trestmint / Svais A 12277 Date
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ATTACHMENT 8¢ MAPB-087-014-D
Date: 9/1/87

INSTRUCTIONS FOR THE COMPLETION OF
THE PRIOR AUTHORIZATION SPELL OF ILLNESS ATTACHMENT
(PA/SOIA)
(Physical, Occupational, Speech Therapy)

Do not use this attachment to request prior authorization to extend
treatment beyond forty-five treatment days for the same spell of illness,
use the Prior Authorization Therapy Attachment (PA/TA).

The timely determination of authorization is significantly enhanced by the
completeness and quality of the documentation submitted by providers when
requesting prior authorization for a spell of illness. Carefully complete
this attachment form, attach it to the Prior Authorization Request Form
(PA/RF) and submit to the following address:

E.D.S. Federal Corporation
Prior Authorization Unit
Suite 88

6406 Bridge Road

Madison, WI 53784-0088

Questions regarding completion of the Prior Authorization Request Form
(PA/RF) and/or the Prior Authorization Spell of Illness Attachment
(PA/SOIA) may be addressed to EDS’ Telephone/Written Correspondence Unit.

RECIPIENT INFORMATION:

ELEMENT 1 - RECIPIENT’S LAST NAME
Enter the recipient’s last name exactly as it appears on the recipient’s
medical assistance identification card.

ELEMENT 2 - RECIPIENT’S FIRST NAME
Enter the recipient’s first name exactly as it appears on the recipient’s
medical assistance identification card.

ELEMENT 3 - RECIPIENT’S MIDDLE INITIAL
Enter the recipient’s middle initial exactly as it appears on the
recipient’s medical assistance identification card.

ELEMENT 4 - RECIPIENT’S MEDICAL ASSISTANCE NUMBER
Enter the recipient’s ten digit medical assistance number exactly as it
appears on the recipient’s medical assistance identification card.

ELEMENT 5 - RECIPIENT’S AGE
Enter the age of the recipient in numerical form (i.e., 45, 60, 21, etc.).
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Instructions for the Completion of the
Prior Authorization Spell of Illness
Attachment (PA/SQOIA)

(Physical,. Occupational, Speech Therapy)
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PROVIDER INFORMATION:

ELEMENT 6 - THERAPIST’S NAME AND CREDENTIALS

Enter the name and credentials of the primary therapist who would be
responsible for and participate in therapy services for the recipient. If
the performing provider will be a therapy assistant, enter his/her name
and credentials, also enter the name of the supervising therapist.

ELEMENT 7 - THERAPIST’S MEDICAL ASSISTANCE PROVIDER NUMBER

Enter the eight digit medical assistance provider number of the therapist
who would provide the authorized service (performing provider). If the
performing provider will be a therapy assistant, enter his/her medical
assistance provider number, also enter the medical assistance provider
number of the supervising therapist.

ELEMENT 8 - THERAPIST’S TELEPHONE NUMBER

Enter the telephone number, including area code, of the therapist who
would provide the authorized service (performing provider). If the
performing provider would be a therapy assistant, enter his/her telephone
number and the telephone number of the supervising therapist.

ELEMENT 9 - REFERRING/PRESCRIBING PHYSICIAN’S NAME
Enter the name of the physician referring/prescribing evaluation/
treatment.

PART A
Enter an ‘X’ in the appropriate box to indicate a physical, occupational
or speech therapy spell of illness request.

PART B

Enter a description of the recipient’s diagnosis and problems. Indicate
what functional regression has occurred and what the potential to
, reachieve the previous skill is.

PART C

Attach a copy of the recipient’s Therapy Plan of Care, including a current
dated evaluation to the Spell of Illness Attachment before submitting the
spell of illness request.
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PART'D
Enter the anticipated end date of the spell of illness in the space

provided.

PART E
Attach the physician’s dated signature on either the Therapy Plan of Care
or copy of physician’s order sheet to this attachment.

Read the Prior Authorization Statement before dating and signing the
Attachment.

PART F
The signature of the prescribing physician and the date must appear in the
space provided. (A signed copy of the Physician’s order sheet is

acceptable.)
PART G

The dated signature of the therapist providing evaluation/treatment must
appear in the space provided.
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ATTACHMENT 8d MAPB-087-014-D
Date: 9/1/87

INSTRUCTIONS FOR THE REQUEST
OF A THERAPY SPELL OF ILLNESS
(Physical, Occupational, Speech)
. Complete the Prior Authorization Request Form (PA/RF).
- Required Elements: 1-13, 16, 18, 19, 23 and 24
- Leave these Elements Blank: 14, 15, 17, 20 and 21
- Refer to the attached instructions for completing the Prior
Authorization Request Form (PA/RF).
. Complete the Prior Authorization Spell of Illness Attachment (PA/SOIA).
- Required Elements: 1-9 and Parts A thru G
- Refer to the attached instructions for completing the Spell of
ITTness Attachment (PA/SOIA).
. Submit the Prior Authorization Request Form (PA/RF) and the Spel. of
I11ness Attachment (PA/SOIA) to the following address:
£.D.S. Federal Corporation
Prior Authorization Unit
Suite 88

6406 Bridge Road
Madison, WI 53784-0088
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